The method by which the Department of Health (DH) assesses operational efficiency is called the reference cost index (RCI). The DH states that:
The preceding articles in this series have highlighted a previously unrecognized role for the specialty of care in the reference costs (Jones 2008a,b) . With this in mind it is possible to compare the calculated RCI using different criteria. Overnight elective admissions only account for 29% of elective admissions but account for 62% of the elective cost. For the purpose of genuine like-for-like comparison day case admissions are deliberately excluded based on the fact that the interpretation of a day case is so ambiguous that some Trusts are able to count large numbers of 'outpatient' minor procedures and tests as a 'day case' and this has the potential to considerably skew the RCI calculation (Jones 2007) . This calculation will be illustrated using two groups:
1. The core surgical group of specialties has been chosen to focus on surgical procedures rather than elective admissions for medical reasons. This core surgical group of specialties (General Surgery, Urology, Orthopaedics, ENT, Ophthalmology, Oral Surgery, Gynaecology, Plastic Surgery, Pain Management, Neurosurgery) accounts for 57% of elective overnight costs. 3,620 specialty-HRG combinations are represented in this group. 2. Specialist surgery or paediatric specialist interventions. Some 3,950 specialty-HRG combinations are represented in this group.
A key test of any performance evaluation tool is how well the tool performs at the extreme limits. Almost any performance tool will show adequate results for the bulk of situations near the average, however, only the better tools will give good performance evaluation at the extreme limits. Tables 1 and 2 show the results of such testing. Any organization with a Trust code commencing with a 5 is a PCT owned provider.
For the core surgical group in 132 out of 162 organisations the two methods give a result which is within 1.5 percentage points of each other. This is to be expected given the 'standard' nature of this group. However, PCT run providers cluster at the bottom of the Table 1 . These community hospitals (or groups of community hospitals) are most likely to offer a limited range of surgical interventions, i.e. their case mix diverges from the national average. On all except one occasion the standard HRG-based calculation tends to present a picture of more divergent apparent efficiency. The conclusion is that the Specialty-HRG calculation is better able to reflect the true efficiency of such organizations.
The V4 HRG was designed to reflect the realities of specialist care. On 15 out of 24 occasions in Table 2 the Specialty-HRG version gives a result closer to 100% than the standard HRG version of the RCI calculation. Once again we can conclude that this method appears to be the better of the two. Some organizations compare less favorably, most notably, RH8 whose apparent RCI jumps from 26% to 44% above national average. The RCI for this organization for the core surgical group is very close to 100% using both methods. Since the RCI is usually driven by the HRGs with the highest numbers of admissions a review of coding and/or costing & pricing in specific specialist services may be needed to understand the root causes of this difference, i.e. the two methods can be used to triangulate the root causes of cost differences.
In conclusion, there are alternative views regarding the so-called efficiency of acute providers. For the bulk of providers there is less than a two percentage point difference between the two methods. However, calculation of the RCI using the joint Specialty-HRG view appears to better cope with the extremes in provision of simple and complex work streams. For the same reason payment using a tariff based on Specialty-HRG combinations would lead to fewer under-and over-payments relative to the national average. 
